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SHORT REPORT
Mycotic Aneurysm of the Aorta Caused by Group B Streptococcus
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Mycotic aneurysm of the aorta is an uncommon condition and group B streptococcus is an extremely rare cause of this.
We report a case in which group B streptococcus was the causative organism.
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Introduction abdominal aorta situated below the renal arteries. The
patient was afebrile and without other symptoms of
infection. At operation a mycotic aneurysm with mac-Mycotic aneurysm of the aorta is an uncommon con-
roscopic changes of oedema and inflammation in thedition and group B streptococcus is an extremely rare
surrounding tissues was removed. A partial rupturecause of this. We report a case in which group B
on the left side of the aneurysm was identified. Instreptococcus was the causative organism. Surgical
addition, marked atherosclerosis of the aorta and iliactreatment was accomplished by aneurysmal resection
arteries was noted. The whole aneurysm was excisedand in situ prosthetic reconstruction. The patient re-
and replaced by an iliofemoral by-pass graft. Di-ceived i.v. antibiotics for four weeks but the treatment
cloxacillin, gentamicin, and metronidazole were givenwas stopped due to suspected drug-fever. The patient
for two days.is asymptomatic with no evidence of infection after
Culture of the excised wall of the aneurysm yieldednine months’ follow-up.
a growth of group B streptocossus species sensitive
to penicillin G and gentamicin. Blood cultures were
negative. Antibiotic therapy with high dose penicillin
Case Report G and gentamicin was initiated and the general con-
dition of the patient improved. The patient remained
A 40-year-old man presented with acute abdominal afebrile and inflammatory parameters in plasma
pain. The patient had undergone an operation for showed no evidence of infection. On the 26th post-
presistent ductus arteriosus during childhood without operative day the patient’s condition deteriorated with
complications. Two weeks prior to the presentation a fever of 38.5 °C and a relapse of abdominal pain. An
the patient had attended another hospital because of abdominal CT showed a normal aorta and graft but
upper abdominal pain. At that time raised liver en- there was a suspicion of pancreatitis. However, the
zyme levels had been observed, which were believed serum amylase was within the normal range. Ultra-
to be related to alcohol abuse. sonography revealed neither intra- or extrahepatic
On physical examination a pulsating mass in the dilatation nor dilatation of the cystic duct.
middle of the abdomen was found, which an ab- Liver function tests were abnormal (bilirubin 68
dominal CT-scan confirmed as a 4 cm aneurysm of the (mol/L (4–21), ALP 12=43 U/ml (30–275), AST 232 U/
ml)). An ERCP and a cardiac echo were both normal.
As the patient developed a rash a drug reaction to
∗ Please address all correspondence to: D. A. Andreasen, Lyng-
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the next four days the rash progressed and blood The group B streptococcus behaves as an op-
portunistic pathogen against a background of variouseosinophilia worsened to 4.0×10/L. Blood cultures
were negative. After a total of four weeks of intra- malignancies, diabetes mellitus, corticosteroid ad-
ministration and chronic renal failure. The genito-venous antibiotic therapy all treatment was stopped
due to suspected drug-fever. This was followed by urinary tract is a reservoir for the organism in both
men and women. The pattern of infection ranges fromregression of the rash and normalisation of both hep-
atic enzymes and the peripheral eosinophil count. The a transient self-limited bacteremia in normal persons
to overwhelming terminal or pre-terminal bacteremiapatient has been followed for a further nine months
without relapse of fever or signs of infection. in compromised hosts. Penicillin is the drug of choice
for group B streptococcal infection. Penicillin-amino-
glycoside synergy should be considered in the treat-
ment of selected patients, if relapse or recrudescent
infection is a problem.4 Our patient received intra-
Discussion venous penicillin combined with an aminoglycoside.
The therapy was supposed to continue for six weeks
In 1967 D. E. Bennett concluded that prior to 1940 but because of suspected drug-fever all antibiotic ther-
mycotic aneurysms were not uncommon and were apy was stopped after four weeks.
usually secondary to bacterial endocarditis. Since the Lerner et al. treated four patients with mycotic an-
advent of antibiotic therapy, there has been a decrease eurysm and used antibiotics locally, by lavage and
in the incidence of these aneurysms, most of which intravenously for six to eight weeks postoperatively.
were at that time of the primary type. Bennett reported They recommended that some patients should con-
the only two cases of successful resection of aortic tinue antibiotic therapy orally for a lifetime5.
mycotic aneurysms recorded in the literature. Primary Treatment with aortic excision and in situ prosthetic
mycotic aneurysms usually arise from implantation of graft restoration of aortic continuity is well-es-
circulating bacteria on an area of damaged aortic tablished, but there are no definite recommendations
intima, especially of ulcerated atherosclerotic plaques.1 for the duration of the postoperative antibiotic therapy.
In spite of his young age, our patient had severe In this case, the patient received short-course therapy
atherosclerosis of the aorta and iliac arteries. An- for four weeks and remains asymptomatic with no
eurysms are believed to be infected by three different evidence of infection on follow-up at nine months.
mechanisms: i) embolomycotic aneurysms are caused
by septic arterial emboli, usually from bacterial endo-
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